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Background:  Coronary computed tomographic angiography (CCTA) has been shown in single and multi-center trials to be safe and cost-effective 
in the evaluation of acute chest pain (ACP) in the Emergency Department (ED). Detailed analysis of the financial impact of such clinical utility is not 
available.
Methods:  We conducted the largest financial impact analysis to date of our first 1089 CCTA studies performed for the evaluation of ACP in an 
ED with 90,000 visits per year. From the same time period, 4556 ACP patients did not have CCTA were used as control. Only ED patients presented 
with ACP and negative initial ECG and troponin I level, viewed by the ED physician as a low risk chest pain patient, were included in the study. CCTA 
studies were performed in the ED 7 days a week and 12 hours a day according to the established hospital procedures and protocols. For this study, 
we used 50% luminal diameter stenosis in any major vessel on CCTA as a cutoff point between obstructive and nonobstructive cases. Patients with 
known coronary artery disease were excluded from CCTA.
Results:  Of the 1089 CCTA, 731(67%) were normal, 251 (23 %) nonobstructive, 26 (2%) obstructive, and 81(7%) nondiagnostic. Of those 
ACP patients with obstructive or nondiagnostic CCTA, 72 (67%) were admitted whereas only 89 (9%) of the normal or nonobstructive cases were 
admitted. Of those ACP patients who did not have CCTA as an initial test, 2283 (50%) were admitted and 792 (35%) were later discharged without 
specific cardiac diagnosis. Conversely, only 43 (27%) of those who had CCTA initially were discharged without specific cardiac diagnosis. Of those 
who were admitted, no significant reduction of hospital length of stay is noted. Our 6 month telephone follow up data on the first consecutive 613 
ACP patients who were discharged from the ED following a normal or nonobstructive CCTA showed no adverse outcomes or excessive downstream 
cost of further noninvasive or invasive evaluation.
Conclusions:  CCTA is a safe, cost-saving, and resource-efficient imaging modality for the daily evaluation of ACP in the ED and might generate 
potential savings by admission avoidance and by reducing the need for subsequent noninvasive and invasive testing.
